American Journal of 


roctolo Oy 


The Authoritative Journal of Proctology, Gastroenterology and Allied Subjects 


OFFICIAL PUBLICATION OF THE 
INTERNATIONAL ACADEMY OF PROCTOLOGY 


ALFRED J. CANTOR, M.D. Editor-in-Chief 
EARL J. HALLIGAN, M.D. Associate Editor 
WILLIAM LIEBERMAN, M.D. Associate Editor 
PAUL LAHVIS, M.D. Associate Editor 


CONTRIBUTIONS Manuscripts for publication should be addressed to the Editor-in-Chief. 
Articles are accepted for publication with the understanding that they are contributed solely 
to this publication. When possible, two copies of the manuscript should be submitted. 
References should be compiled in accordance with the style used by the Quarterly Cumulative 
Index Medicus of the American Medical Association. The publishers will have up to four half- 
tones or line cuts made without expense to the authors. Reprints will be supplied the authors 
fn: lia illustrations prepared by the publishers may be purchased by the authors 
if desired. 


(Vol. 11, No. 1) FEBRUARY, 1960 





N 


Now... promote safer, 
more complete control of 
posthemorrhoidectomy 
pain and spasm 


w Eliminate the problem of painful sphincteric contractions 

= Help relieve rectal pain—lower the requirements for the customary 
narcotic and analgesic agents 

= Lessen significantly the need for catheterization 

w Decrease the incidence of false urgency 





RESULTS OF SOMA THERAPY FOLLOWING RADICAL HEMORRHOIDECTOMY* 
Soma-treated Controls 





Number of patients 52 50 
Number of patients with sphincteric contractions none 32 (64%) 








Average narcotic dosage, per patient, on day of operation 1.1 mg. 5.2 mg. 





Average narcotic-analgesic requirement, per patient, 
per day, in postoperative period 2.24 tablets 3.75 tablets 





Number of patients requiring catheterization 11 (21%) 20 (40%) 





Average amount obtained on catheterization, per patient 715 ce. 510 ce. 





*Trimpi, Howard D.: Pain Control following Hemorrhoidectomy. The Use of a New Analgesic Muscle Relaxant. ings of 
the Symposium on the Ph logy and Clinical Usefulness of Carisoprodol. Wayne State University Press, Detroit, 1959, p. 150. 





NOTABLE SAFETY—extremely low toxicity; no known contraindications; 
side effects are rare; drowsiness may occur, usually at higher dosage 


FAST ACTION — starts to act promptly 
SUSTAINED “#FECT—lasts for at least 6 hours 
_ €ABY TO USE—usual adult dosage is one 350 mg. tablet 3 times daily and at bedtime 


SUPPLIED—as white, coated 350 mg. tablets, bottles of 50. Also available for pediatric 
practice: 250 mg. orange capsules, bottles of 50 


The only drug combining analgesia with muscle relaxation in a single molecule 


SE) ©Watiace LABORATORIES 
i’) New Brunswick, New Jersey Write for literature and samples 
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Water and Metamucil 


Both are basic for relief and correction of constipation 


Effective relief of constipation and actual correction of the condition depend on 
an intake of a sufficient quantity of water to facilitate movement of the fecal 
mass in the bowel lumen. Also useful is Metamucil which adds a soft, bland bulk 
to the bowel contents to stimulate normal peristalsis and also hold water within 
stools to keep them soft and easy to pass. Thus Metamucil and an adequate water 
intake induce natural elimination and promote regularity. 


Metamucil 


brand of psyilium hydrophilic mucilloid 
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in Constipation 


By a unique pharmacodynamic effect on Auerbach’s 













plexus, ‘Senokot’ “...acts in a way almost indistinguish- 


able from the normal physiologic mechanism..." With 


ey 





‘SENOKOT’ TABLETS/GRANULES, the correction of constipa- 





tion—whatever the cause—is gently and neurogenically 


persuasive. There is no drastic and unpredictable irritation by mucosal contact, no 





nutritional or mechanical risk from lubricants, no bloating or overdistention from 





bulking agents, no harshness from saline purges. ‘seNokot’ is the natural bowel 





corrective—the modern bowel corrective—that helps restore normal bowel tone, 


sensitivity and rhythm, “...the safest and most physiological laxative of to-day...’” 


Small and easy 

to swallow, 

in bottles of 100. 
TABLETS 











Cocoa-flavored, 
in 8 and 4 ounce 
canisters. 


GRANULES 








STANDARDIZED CONCENTRATE OF TOTAL ACTIVE PRINCIPLES OF CASSIA ACUTIFOLIA PODS, PURDUE FREDERICK 


FROM THE FASTEST-GROWING BIBLIOGRAPHY ON CONSTIPATION CORRECTION. 1. Herland, A. L., Lowenstein, A.: 
Quart. Rev. Surg., Obstet. & Gynec. 14:196 (Dec.) 1957. 2. Abrahams, A.: Foreword to “The Treatment of Constipation. 
A Physiological Approach” by D. E. Burgess, 1958. 3-85. Available on Request to the Medical Director. 


The:trdue Frederick Ce DEDICATED TO PHYSICIAN AND PATIENT SINCE 1892 
: NEW YORK 14,N.Y. | TORONTO 1, ONTARIO 


©COPYRIGHT 1960, THE PURDUE FREDERICK COMPANY 
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CREMOMYCIN.. 


SUCCINYLSULFATHIAZOLE— 
WEOMYCIN SUSPENSION 
with PECTIN and KAOLIN 

CAUTION: Federal law prohibits 

dispensing without prescription. 


Merck Sharp & Dohme 
Division of Merck & Co., Inc. 
Prvtadeipma Po 











Cremomycin, provides rapid relief of virtually all diarrheas 


NEOMYCIN —rapidly bactericidal against most intestinal pathogens, but relatively 
ineffective against certain diarrhea-causing organisms. 

SULFASUXIDINE@ (succinylsulfathiazole) —an ideal adjunct to neomycin because 
it is highly effective against Clostridia and certain other neomycin-resistant 
organisms. 

KAOLIN AND PECTIN—Coat and soothe the inflamed mucosa, adsorb toxins, help 
reduce intestinal hypermotility, help provide rapid symptomatic relief. 


For additional information, write Professional Services, Merck Sharp & Dohme, West Point, Pa. 


Gs}; MERCK SHARP & DOHME, DIVISION OF MERCK & CO., Inc., PHILADELPHIA 1, PA. 


CREMOMYCIN AND SULFASUXIDINE ARE TRADEMARKS OF MERCK & CO., INC, 
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Skin graft donor site after 2 weeks’ treatment with... 


petrolatum gauze-still | F URACIN gauze— 
largely granulation tissue completely epithelialized 


OBJECTIVE EVIDENCE OF 
SUPERIOR WOUND HEALING 


was obtained in a quantitative study of 50 donor sites, 

each dressed half with FURACIN gauze, half with petrolatum 

gauze. Use of antibacterial FURACIN Soluble Dressing, 

with its water-soluble base, resulted in more rapid and 

complete epithelialization. No tissue maceration occurred 

in FURACIN-treated areas. There was no sensitization. 
Jeffords, J. V., and Hagerty, R. F.: Ann. Surg. 145:169, 1957 


FURACIN © e e e brand of nitrofurazone 
the broad-range bactericide that is gentle to tissues 


spread FurAcin Soluble Dressing: FURACIN 0.2% in water- 
soluble ointment-like base of polyethylene glycols. 


sprinkle FuRACIN Soluble Powder: FURACIN 0.2% in powder 
base of water-soluble polyethylene glycols. Shaker-top vial. 


spray FURACIN Solution: FURACIN 0.2% in liquid vehicle of 
polyethylene glycols 65%, wetting agent 0.3% and water 
EATON LABORATORIES, NORWICH, N.Y. 


Nitrofurans—a NEW class of antimicrobials— ? U7, 
neither antibiotics nor sulfonamides i 
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Postgraduate Education 
in Proctology 


A review of the history of 
your Academy will show that since its 
origin postgraduate education has been 
the backbone of its existence. The 
Teaching Seminars held annually in 
large medical centers provide physicians 
with excellent programs in the fields of 
proctology and allied specialties. 

This year your program committee 
plans to devote part of its four day semi- 
nar to a postgraduate program with em- 
phasis on the basic sciences and their 
practical application. Specialties as- 
sociated with complications encountered 
in proctologic practice will also be in- 
cluded. 

Two workshops have been arranged; 
one in Surgical Pathology, and another 
in Hypnosis. 

A fine Movie Symposium has been 
prepared. We believe that those who 
attend will be well rewarded, academi- 
cally, for the time spent. 

Teaching Seminars, no matter how 
good, are not the entire answer to post- 
graduate education. Reading journals 
or taking short courses may help to 
keep one abreast of newer developments. 
However, none of these can take the 
place of the opportunity to work with 
the patient under the guidance of the 
experienced teacher. The number of 
Residencies available in proctology are 
few in number. 

From personal observation the num- 


ber of universities offering courses 
which allow practical training in proc- 
tology appear to be diminishing. Per- 
haps the solution to this problem might 
be obtained by requesting proctologists 
with large clinic, hospital, and univer- 
sity affiliations to allow interested physi- 
cians to spend varying periods of time 
in practical training. This type of train- 
ing is actually the time honored pre- 
ceptorship system. A further thought 
along this line might encourage short 
practical courses, as well as some sort 
of exchange study program amongst 
teaching proctologists. 

All specialty groups can learn much 
from the American Academy of General 
Practice. In a short period of time it 
has made outstanding progress in pro- 
moting postgraduate education amongst 
its membership. 

In conclusion it would seem that post- 
graduate education must include teach- 
ing teminars, postgraduate 
medical journals and practical train- 
ing. The first three are readily avail- 
able; we must set about to make more 
of the fourth equally available. Ulti- 
mately it is the patient that benefits 
from these studies. 

Alfred L. Solow, M.D. 
Chairman, Program Committee 
XII Annual Teaching Seminar 
International Academy 

of Proctology 


courses, 
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Intestinal 


Obstruction 


Caused by 


Foreign Bodies 


LOUIS L. PERKEL, M.D., F.A.C.P. 
Jersey City, New Jersey 


The usual causes of intesti- 
nal obstruction, as strangulated external 
hernias, adhesions, bands, volvulus, 
mesenteric thrombosis, neoplasms and 
intussusception are well known. Not 
so well known is the relatively rare type 
of intestinal obstruction known as “ob- 
turation obstruction,” that is, the plug- 
ging of the intestinal lumen by a for- 
eign body. 

In the past few years we have seen 
several such cases at the Jersey City 
Medical Center, and the unusual nature 
of the foreign bodies causing the ob- 
struction in some of them prompted this 
report. 

There are three types of obturation 
obstruction, namely, gall stone obstruc- 
tion, impaction by ingested foreign 
bodies and impaction by intestinal con- 
cretions or enteroliths. Most common of 
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these is the first, in which a large gall 
stone ulcerating through the wall of the 
gall bladder, fistulates into the duode- 
num and becomes impacted in the small 
intestine, usually the terminal ileum. 
Gall stone obstruction, though infre- 
quent, is not a rare condition. It ac- 
counts for about 2% of all causes of 
intestinal obstruction. 


The clinical features of gall stone ob- 
struction are not always typical. Ac- 
cording to Wangensteen,’ the correct 
preoperative diagnosis is rarely made, 
but he believes that the condition, if 
borne in mind, should be recognized in 
most instances. A history of previous 
gall bladder disease with or without 
biliary colic may be elicited. The ob- 
structive symptoms, abdominal cramps, 
nausea and vomiting, are commonly 
intermittent. Alternating exacerbations 
and remissions, due to temporary im- 
paction and release as the stone passes 
down the small intestine, are character- 
istic. 

Eventually the obstructive symptoms 
and signs become acute when the stone 
finally becomes firmly impacted in the 
terminal ileum, the narrowest portion 
of the small intestine. The impaction 
may occur in other portions of the small 
intestine, as noted in one of our cases. 

Frequently the x-ray film will either 
suggest or make the diagnosis, The 
gall stone itself, if it contains sufficient 
calcium, may be recognized on the flat 
film. Particularly suggestive is the ab- 
sence, or change in location, of a pre- 
viously noted gall stone shadow in the 
right upper quadrant. Other x-ray find- 
ings are distended loops of small intes- 
tine and air in the biliary tract. At 
times there is seen a single dilated loop 
of small intestine leading to the visu- 
alized stone. 

35 





Barium given orally may help vis- 
ualize the gall stone, especially the non- 
opaque type, by coating it with the 
opaque medium. Barium may also enter 
the biliary tract through the cholecysto- 
duodenal fistula. In general, oral ad- 
ministration of barium in the presence 
of suspected or actual intestinal ob- 
struction is discouraged. In certain in- 
stances it may be helpful in localizing 
lesions in the small intestines provided 
a long intestinal tube is used concomi- 
tantly to withdraw the barium suspen- 
sion. Barium should never be given 
orally in suspected neoplasm of the 
colon. 

The diagnosis of gall stone obstruc- 
tion is suggested by a history of previ- 
ous biliary tract disease and the pres- 
ence of characteristically intermittent 
obstructive symptoms. Positive x-ray 
findings, as outlined, confirm the diag- 
nosis. A high index of awareness of 
the existence of this condition, espe- 
cially in elderly women, will increase 
the percentage of correct preoperative 
diagnoses. 

Case One A 75-year-old woman 
was admitted to the hospital complain- 
ing of pain in the mid-abdomen, inter- 
mittent vomiting and weakness of one 
week’s duration. One week prior to ad- 
mission she had an attack of severe epi- 
gastric pain radiating to the right 
shoulder and relieved slightly by 100 
mg. of Demerol given intramuscularly. 
This attack, diagnosed as biliary colic, 
was the first manifestation of gall blad- 
der disease. During the week prior to 
admission she had several minor at- 
tacks of colic with vomiting. On the 
night before admission vomiting be- 
came persistent and severe. Abdominal 
cramplike pain developed. Examination 
revealed an obese, elderly woman in 


acute distress. The abdomen was slight- 
ly distended and moderately tender on 
palpation. Flat films revealed a few 
dilated small intestinal loops, one of 
which ended at an oval ring shadow in 
the mid-abdomen, interpreted as repre- 
senting a gall stone impacted in the 
small intestine. On the upright film air 
was noted in the biliary tract. Opera- 
tion confirmed the diagnosis of gall 
stone obstruction due to impaction in 
the jejunum. 

In many instances the gall stone, if 
not too large or too rough, may be 
passed spontaneously by rectum, as il- 
lustrated in the following case. 

Case Two A 59-year-old white wom- 
an with known chronic gall bladder 
disease, complained of intermittent at- 
tacks of severe lower abdominal cramps, 
and nausea and vomiting for 24 hours 
preceding admission to the hospital. Ab- 
dominal examination revealed moderate 
distension and slight tenderness in the 
right lower quadrant. Flat films of the 
abdomen showed distension of small in- 
testinal loops, air in the biliary tract 
and a laminated oval density in the 
right lower quadrant. A preoperative 
diagnosis was made of gall stone ob- 
struction. During the preparation for 
operation, the patient complained of se- 
vere cramps and asked for a bedpan. 
After a few minutes she moved her 
bowels and passed the gall stone spon- 
taneously. 

Rare causes of obturation obstruction 
reported occasionally in the litertaure 
are such objects as undigested and in- 
digestible food residues, enteroliths, 
bezoars, worms, fruit stones, concre- 
tions of ingested unabsorbable medica- 


Presented at the Eleventh Annual Teaching 
Seminar of the International Academy of Proc- 
tology, April 6, 1959, New York, New York. 
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tion, and miscellaneous glass, wood and 
metal foreign bodies. 

Ward-McQuaid,’ in listing 45 differ- 
ent foods which have caused obstruction 
in 178 reported cases, found persim- 
mons, peaches, oranges, mushrooms, 
bran, apples, figs, cherries and grapes; 
the most frequent in the order named. 
Hausbrough*® reported two cases of in- 
testinal obstruction caused by impacted 
orange slices following gastrectomy. He 
believes that the rapid emptying of the 
gastric stump through a large stoma 
makes this condition more likely in 
gastrectomized patients. The diagnosis 
of obturation obstruction by a foreign 
body is difficult, but may be suggested 
if detected on the x-ray film as an 
opaque density. A history of swallow- 
ing an object may be helpful, but usu- 
ally is not given by the patient. 

Case Three A 69-year-old obese 
white women entered the hospital with 
the chief complaint of nausea and 
vomiting for the previous twelve hours. 
She was a known hypertensive with a 
history of several episodes of hyper- 
tensive encephalopathy. Abdominal 
examination revealed moderate disten- 
sion and slight tenderness in the lower 
abdomen, difficult to evaluate because 
of the obesity. Flat films of the ab- 
domen showed marked distension of 
small intestinal loops with a ladder ar- 
rangement quite typical of small intes- 
tinal obstruction. Exploratory lapar- 
otomy revealed the cause of the obstruc- 
tion to be an inspissated mass of orange 
pulp impacted in the terminal ileum. 

Case Four <A 39-year-old white 
woman complained of generalized ab- 
dominal cramps and vomiting for twenty 
hours preceding admission to the hos- 
pital. Three years previously a patho- 
logical gall bladder filled with stones 
(Vol. 11, No. 1) FEBRUARY, 1960 








was removed. The abdomen was slight- 
ly distended. Flat films showed moder- 
ate distension of the small intestine. A 
preoperative diagnosis was made of in- 
testinal obstruction caused by postoper- 
ative adhesions. Operation revealed the 
cause of obstruction to be an apricot 
stone impacted in the terminal ileum 
about ten inches proximal to the ileo- 
cecal valve. 

Case Five A 52-year-old woman 
was admitted to the hospital with a his- 
tory of severe epigastric pain, nausea 
and vomiting for the past twelve hours. 
Eighteen months previously she had a 
gastric resection for a prepyloric gas- 
tric ulcer. She had felt well up to the 
evening before admission. During the 
night before admission, the epigastric 
pain became more acute and continu- 


-ous, with no characteristic radiation. A 


tentative diagnosis was made of either 
acute pancreatitis or acute perforated 
marginal ulcer. Abdominal examina- 
tion revealed no distension, tenderness 
or masses. Flat films of the abdomen 
showed no free air in the peritoneal 
cavity. Serum amylase determinations 
were within normal limits. A gastro- 
intestinal series with serial films taken 
every hour revealed moderate disten- 
sion of jejunal loops with retention of 
barium therein for more than five hours 
and no evidence of marginal ulcer. A 
diagnosis was made of small intestinal 
obstruction probably due to adhesions. 
Exploratory laparotomy revealed the 
cause of the obstruction in the jejunum 
to be an impaction by a pear-shaped 
yellowish mass, later found to be a con- 
cretion of vegetable matter. The sur- 
geon postulated that the mass was prob- 
ably formed in the blind end of the 
proximal (afferent) jejunal loop and 
then was suddenly ejected through the 
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into the distal (efferent) 
jejunal loop, where it became impacted 
and caused obstruction. 

Intestinal concretions due to ingested 


stoma and 


medicaments, such as salts of calcium, 
magnesium or bismuth, especially if 
taken over a long period, have been oc- 
casionally reported as causes of in- 
testinal obstruction. Orally administered 
barium or aluminum hydroxide gels 
have also occasionally produced impac- 
tion with obstruction. The following 
case presents an unusual situation re- 
sulting from the mixture of the latter 
two non-absorbable substances. 

Case Six A 36-year-old white wom- 
an was admitted to the hospital com- 
plaining of bloody diarrhea, fever and 
weakness. She had been treated for 
ulcerative colitis for the previous six 
weeks and because of aggravation of 
her symptoms during the week before 
admission, hospitalization was recom- 
mended. The patient was apprehensive 
and appeared acutely ill. The tempera- 
ture was 102°F and pulse, 120. Proc- 
tosigmoidoscopy revealed a congested, 
edematous mucosa with multiple ulcer- 
ations and bleeding, the picture being 
typical of distal ulcerative colitis. 
Barium enema showed the descending 
colon, sigmoid and rectum to be nar- 
rowed, rigid, with loss of haustrations 
and fine serrated outline, diagnosed as 
ulcerative colitis. Her attending physi- 
cian prescribed routine treatment for 
the colitis, including Tincture Opii De- 
odorata and an aluminum hydroxide 
gel preparation ostensibly to help con- 
trol the diarrhea. A_ gastrointestinal 





x-ray series done one week after the 
barium enema showed a normal stom- 
ach, duodenum and upper small intes- 
tinal tract. After six hours the stomach 
had emptied and the barium was in the 
terminal ileum. The patient improved 
symptomatically until the fifth day after 
the gastrointestinal series, when she 
complained of sudden severe cramping 
pain in the mid abdomen. The pain be- 
came progressively worse and there de- 
veloped increasing abdominal disten- 
sion. 

A flat film revealed considerable 
barium in the transverse colon. A di- 
agnosis was made of impaction due to 
barium—aluminum hydroxide gel con- 
cretion. Heroic attempts at relieving 
the impaction, including retention oil 
enemas, antispasmodics, colonic irriga- 
tions, were all of no avail. Flat films 
taken repeatedly showed the inspissated 
opaque mass to be impacted in the dis- 
tal transverse colon with considerable 
colonic distension proximal to it. The 
patient became progressively weaker, 
with marked distension and severe tox- 
emia, and appeared moribund. Emer- 
gency laparotomy was performed on the 
twenty-eighth hospital day, 
days after the gastrointestinal series was 


nineteen 


done. Findings were an impaction by a 
hard inspissated mass, which had ulcer- 
ated through the posterior wall of the 
distal transverse colon, producing peri- 
tonitis as well as obstruction. <A 
Mikulicz type of segmental resection of 
the involved area was performed and the 
patient recovered after a stormy con- 
valescence. 


Summary 


Obturation obstruction is a rare 
form of intestinal obstruction occur- 


ring in three types, namely, gall 
stone obstruction, impaction by for- 
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eign bodies and impaction by in- 
testinal concretions or enteroliths. 

Gall stone obstruction, the com- 
monest type, accounts for about two 
percent of all causes of intestinal 
obstruction, Although it is often un- 
diagnosed preoperatively, a correct 
diagnosis can be made in most cases 
if the condition is borne in mind and 
careful consideration is given to the 
history and x-ray findings. 









Intestinal obstruction due to in- 
gested foreign bodies or to impaction 
by intestinal concretions is relatively 
rare. 

Six illustrative cases of obturation 
obstruction have been presented, in 
which the foreign bodies were gall 
stones, orange pulp, apricot stone, 
vegetable matter concretion and 
barium-aluminum hydroxide gel con- 
cretion, respectively. 
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It is my purpose to 
present to you the time- 
tested basic concepts 
which have been of in- 
estimable value to me 
during the past thirty 
years in the treatment 


ae 


The successful treatment of 
any disease requires a knowledge of the 
etiologic agent or agents. This is funda- 
mental. With this fact in mind let us 
then visualize the gastrointestinal tract 
as a large elastic test tube in which are 
found food, fluids, secretory and excre- 
tory chemical products, pathogenic and 
nonpathogenic micro-organisms and 
food residue. This tube contracts, di- 
lates, or distends depending upon the 
quantity and quality of its contents. 
Within this tube there exists an ex- 


tremely active bacterial population 
varying in number and kind, and per- 
forming numerous useful functions. 


These micro-organisms also participate 
in the production and maintenance of a 
delicately balanced chemical environ- 
ment. This normally remarkable and 
peaceful intraintestinal state may be 
disturbed by the invasion of virulent 
bacterial, protozoan, or viral pathogens. 
It may be disturbed intentionally by 
drugs or chemicals such as antibiotics 
or heavy metals. It may be disturbed 
by psychic or hormonal influences, al- 





Diarrheal Diseases 


WILLIAM Z. FRADKIN, A.B., M.D. 


Brooklyn, New York 


lergic mechanisms, neoplastic growths 
or irradiation therapy. Whatever the 
etiologic cause the disturbance mani- 
fests itself clinically by abdominal pain 
or discomfort associated with or with- 
out rectal bleeding, with or without 


diarrhea. 
Diarrhea indicates the presence of in- 
traintestinal irritation. An _ attempt 


must be made to determine the cause 
through early sigmoidoscopic, microbi- 
ologic and roentgen examinations. The 
sigmoidoscopic aspirator is used 
through the sigmoidoscope to obtain ma- 
terial directly from the mucosal surface 
for microscopy and cultural studies. Ad- 
ditional follow-up stool suspensions are 
obtained by means of the rectosigmoid 
aspirator. An accurate etiologic diag- 
nosis, although complex and difficult, 
will often spell success or failure in the 
plan of treatment. 

Diarrhea should be considered as a 
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beneficial and protective mechanism of 
the body. It is an emergency measure 
which serves to clear the intestinal tract 
of excessive chemicals, gases, toxins, or 
other irritants. This concept must he 
explained to the patient in order to ob- 
tain his interest and cooperation in the 
determination of the cause. The immedi- 
ate use of opiates or opiate mixtures to 
constipate the patient is therefor un- 
physiologic and interferes with intes- 
tinal drainage. The early use of “gun- 
shot” antimicrobial remedies to abort 
the attack of diarrhea is unscientific be- 
cause it tends more often to inhibit, 
rather than destroy the invading patho- 
gen without its specific recognition. 
The only opportunity for determining 
the cause early in the disease process is 
thereby lost. 

We can thus formulate these basic 
principles as follows: 

(1) Early investigation of the cause 
of a diarrhea. 

(2) Avoidance of opiates which in- 
terfere with intestinal drainage. 

(3) Avoidance of antimicrobial 
agents at the onset of a diarrhea before 
an etiologic diagnosis has been made or 
attempted. 

Because of the failure of the gastro- 
intestinal tract to digest or absorb the 
rapidly propelled food, a state of mal- 
nutrition frequently develops. Varying 
degrees of nutritional failure such as de- 
hydration, acidosis, electrolyte imbal- 
ance, hypoproteinemia, hypovitamin- 
osis and anemia must be corrected. If 
the patient can tolerate food by mouth, 
a diet consisting of three regular meals 
and three in-between meals is_pre- 
scribed. This diet is high in protein, 
rich in vitamins and minerals, low in 
residue, and high in caloric value. The 
foods must be easily absorbable, readily 
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obtainable, easily prepared and non- 
stimulating to peristalsis. Meats must be 
well cooked. Patients must be told that 
canned vegetables and fruits are as nu- 
tritious as the fresh variety. The be- 
lief that fruit juices are laxative is only 
a half truth. It depends entirely upon 
the quantity and type of juice consumed. 
Four ounces of orange, grapefruit or to- 
mato juice with each basic meal do not 
stimulate peristalsis. The use of lemon 
juice on fish or in tomato juice is en- 
couraged. Tobacco is interdicted be- 
cause it stimulates peristalsis and di- 
minishes the appetite. Evaporated milk 
is prefered because of its hypoallergenic 
properties, its sterility and low curd 
tension which favors digestion. Multiple 
vitamins are given with each meal. 
Chocolate, chewing gum and alcoholic 
beverages are omitted. Soups are gas 
producing, filling, limit the intake of 
solid foods and have little caloric value. 

If a patient is nauseous, toxic, and 
cannot tolerate food orally, parenteral 
alimentation is instituted. Water, glu- 
cose, electrolytes and large doses of 
vitamins are given intravenously daily. 
Blood is advisable when the hemoglo- 
bin drops to 9 grams or less. As soon 
as the etiology is determined specific 
medication may be added to the intra- 
venous fluids. Oral feeding is instituted 
when the patient’s electrolyte balance is 
restored and the nausea is relieved. 

The maintenance of optimum nutri- 
tion in every case of diarrhea is there- 
fore a fundamental principle. 

The condition of the bowel must be 
evaluated daily by a study of the stool 
chart. It reveals at a glance the irrita- 
bility of the intestinal tract and thereby 
the efficacy of therapy. An X denotes 
bowel movements. A circled X indi- 
cates the presence of gross blood. The 
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record is simple and may be easily tabu- 
lated by the patient at home or in the 
hospital. 

The practical aspects of the stool chart 
may be appreciated more easily by a 
discussion of an illustrative case, that 
of M. S., whose record is given here. 
We note that the patient started medical 
care on a Wednesday with 15 or more 
stools per 24 hours. All evacuations 
contained blood. After ten days of 
treatment the chart reveals a reduction 
in the number of bowel movements and 
also less blood. On the eleventh and 
twelfth days the patient shows definite 
improvement; the stools number only 
three to four throughout the day and 
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night. On the thirteenth day the stools 
increased to ten with an increase in the 
blood content. This striking change led 
to an investigation of the diet and it was 
discovered that the patient had mistaken- 
ly eaten raisins. On the fourteenth, fif- 
teenth and sixteenth days the number of 
bowel evacuations gradually decreased 
to five, three and two in 24 hours. On 
the following day however another in- 
crease is noted. The patient admitted 
having had family visitors who made 
her angry. During the following week 
the convalescence was undisturbed with 
only two or three stools daily. 

This case illustrates how the physi- 
cian may detect dietary or psychic irri- 
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The Hot Perineal Compress. | and 
2 show the method of folding the 
Turkish towel. It is important to 
have the roll in close contact 
with the anal region. The com- 
press is soothing, promotes circula- 
tion, cleanliness and healing of the 
most neglected area of the patient 
with diarrhea. 


tation or sensitivity to drug therapy by 
the daily review of the stool chart. 
The use of moist heat to the abdomen 
and anoperineal region is soothing to the 
patient, relieves distention and pain, and 
prevents complications. Unlike opiate 
mixtures, moist heat bears no contra- 
indications and is applied in the form 
of abdominal perineal compresses. In 
order for these compresses to be effec- 
tive precise instructions for their prep- 
aration must be given to the patient. 


An abdominal compress consists of 
three layers, namely a hot moist towel 
over the abdomen, an electric pad or 


hot water bag over the towel, and a 
dry towel or blanket over the pad or hot 
water bag. The perineal compress con- 
sists of a heavy towel folded and rolled 
as shown above. It is placed in a basin 
or tub filled with hot water and acts as a 
saddle upon which the patient sits and 
maintains moist heat to the anal, peri- 
anal and perineal regions. 
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The objectives of therapy must be 
freely discussed with the patient in 
simple language. This is an essential 
aid to rational therapy. First, the 
normal physiology of the gastrointes- 
tinal tract is explained. Then a few 
words are added pertaining to the pos- 
sible cause of the diarrhea and its sig- 
nificance. The natural defenses of the 
body must be assisted but not replaced. 
Too many drugs for too long a period, 
or in excessive dosage may disturb the 
favorable balance of the intestinal bac- 
terial flora and interfere with healing. 
This is especially true of the antibiotics 
and corticosteroids. The patient should 
be told that time and patience are im- 
portant healing agents. Short-cuts to 
healing through the use of the over- 
advertised anti-diarrheal mixtures often 
lead to complications and prolong the 
duration of the illness. He should also 
be reminded to contact the physician in 
24 hours or sooner, if the prescribed 
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therapy is ineffective or increases the 
diarrhea. 
This type of approach pays its divi- 


dends in added confidence, less anxiety, 


greater cooperation and a_ speedier 


recovery. 


Summary 


I have tried to emphasize the key 
concepts in the treatment of diarrheal 
diseases. First, early investigation of 


the etiologic agent; second, avoidance 
of opiates which interfere with in- 
testinal drainage; third, avoidance of 
antimicrobial agents before a diag- 
nostic study is instituted; fourth, 
maintenance of optimum nutrition 
either orally, parenterally or both; 


fifth, the use of moist heat to relieve 
pain and promote healing; sixth, the 
evaluation of the conditon of the 
bowel by means of the stool chart, 
and seventh, a discussion in simple 
language of the significance of a 
diarrhea and the fundamental guides 
to successful therapy. 
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The Problem of the Irritable Colon 


HENRY A. MONAT, M.D., F.A.C.P., F.A.C.G.* 


W hat is an ‘“‘Irritable 


Colon?” Under this misused name pa- 
tients are being seen and given multi- 
tudes of treatments at time effective and 
at times not! Under the heading of Ir- 
ritable Colon we find also other terms 
such as: Unstable Colon; Mucus colitis; 
Spastic or Atonic Constipation and 
Hysteroid Conversions with Colonic 
manifestations. The symptoms of the so- 
called colonic irritability consist of 
tenesmus, rectal pruritus, mushy stools, 
scybalous stools, mucus tinged stools, 
painful sensations throughout the lower 
abdomen, sensitivity of skin of the ab- 
domen, violent peristalsis of the colon, 
sensation of gurgling in the lower ab- 
domen and expelling a lot of gas. The 
psychological pattern of all these com- 
plainers is that all of them are tense in- 
dividuals and they enjoy discussing their 
various colon symptoms. 

The proctoscopic picture of these pa- 
tients range from mildly flushed mucosa 
to great spasticity and engorgement with 
mucus flecks clinging to sides of colonic 
wall. The barium enema usually shows 
a normal colon with a possible string 
sign of the sigmoid on evacuation or, 
exaggerated haustrations. 
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Just think, these people comprise at 
least 60% of patients who seek your 
advice! The reason I feel the term irri- 
table or unstable colon is improper is 
because the treatment depends not on 
its terminology but on correcting the 
underlying cause. Too many of these 
patients have been treated for irritable 
colons when a proctoscopic finding of 
normal mucosa should have excluded 
the diagnosis. The cause may have been 
in achlorhydric or hyperchlorhydric 
gastritis, hepatitis, pancreatitis, malab- 
sorption syndrome, atonicity of the 
stomach with resultant gastrocolic reflex 
when stretched with too fast eating and 
drinking or by taking an excess amount 
of food at one time! Emotional disturb- 
ances and allergic diathesis should also 
be considered. 

The irritability of the colon may be 
caused by hypertensive heart disease or 
be a residual after the cure of amebiasis 
or other parasitological disorder. In the 
treatment of a sensitive colon a thorough 
medical investigation should be made in- 
cluding gastric and stool analyses, 


*Governor, American College of Gastro- 


enterology. 
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hepatic function tests, ECG, roentgeno- 
logical study of gall bladder and gastro- 
intestinal tract with emphasis on the 
study of motility, a physical examination 
including sigmoidoscopy and psycho- 
logical appraisal of the patient. After all 
these tests have been performed and the 
cause of the colonic instability ascer- 
tained, a frank discussion with the pa- 
tient will reassure him and initiate his 
recovery. 

If he is excessively nervous and has 
hyperchlorhydria, he is given peptic 
ulcer-like regimen with tranquilizers 
and cholinergic drugs. 

If he has achlorhydria and atonicity, 
bland small feedings, acidulin with 
meals, and a sedative will clear up his 
symptoms. 

If his colonic sensitivity is due to 
laxatives, these must be stopped and re- 
education of how properly to move his 
bowels shown to him. 

If the patient has irritability of colon 
because of allergic diathesis, he should 
be treated either by elimination of the 
offending food or by histamine desensi- 
tization and antihistamine drugs. These 





patients usually exhibit other allergies 
such as hay fever, migraine, urticaria. 

If the patient has a sensitive colon 
because of hypertensive or cardiac dis- 
ease, they have to be placed on cardiac 
regimen with intense sedation and a 
bland type of diet. 

If patient has diarrhea because of 
great agitation, depression or other emo- 
tional disturbance, Dexamyl® in the 
morning, Thorazine® at bedtime and 
frequent talks will correct the colonic 
instability. 

The diet should vary from high pro- 
tein type in hepatitis and pancreatitis; to 
sprue diet in malabsorption syndrome; 
to high carbohydrate diet in gastric dis- 
orders. All of these diets should have 
the following points in common: they 
should be taken in small quantities; 
they should never be cold; they should 
be taken when relaxed; they should be 
bland in character. Flavoring with garlic 
and onion juice or powder, lemon juice, 
basil, mint is permitted. Salt is to be 
used sparingly. Coffee, gaseous bever- 
ages, concentrated sweets, alcohol, to- 
bacco, fried food are prohibited. 


Conclusion 


1. Problems of “Sensitive Colon” 
represent majority of gastrointestinal 
complaints. 

2. Treatment consists of finding the 
cause by a meticulous medical and 
laboratory study, and instituting an 
appropriate therapy. 

3. Because of the common emo- 
tional overlay in these patients frank 
discussions with them and avoidance 
of empiric drugs will be of great help. 

4. It is not sufficient to give the 
patient the proper diet. It is impor- 
tant to remind him to eat small 
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quantities, nothing very cold and to 
eat when relaxed. 

To quote Spinoza: 

“Humanas actiones non ridere, non 
lugere, non detestari, sed intelle- 
gere.” 

“Do not laugh at human actions, 
do not play with them, do not 
detest them, but try to understand 
them.” 
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1. Los problemas del “colon sensi- 
tivo” representan la mayoria de las 
molestias gastrointestinales. 

2. El tratamiento «sta basado en 
hallar la causa medi«te un estudio 
clinico y de laboratorio cuidadosos y 
la institucion de la terapeutica apro- 
piada. 

3. Comunmente estos enfermos 
tienen sobrecarga emocional, por lo 
que la discusién franca de su prob- 
lema y el evitar las drogas empiricas 


Conclusiones 


pueden ayudarles. 

4. No es suficiente con dar al en- 
fermo la dieta adecuada. Hay que 
recordarle que coma en cantidades 
moderadas, no tomar alimentos muy 
frios y comer bien cuando esté descan- 
sando. 


Diremos con Espinosa: 

“Nunca te rias de las acciones hu- 
manas, no juegues con ellas, ni las 
odies, mas bien trata de entenderlas.” 
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Sphincter Protecting 


Hemorrhoidectomy 


WALTER C. BORNEMEIER,M.D., D.A.B.S., F.A.C.S., F.1.C.S. 


Chicago, Illinois 


Since reporting this surgical 
procedure in 1956, three years of follow 
up and many more cases, have convinced 
me that the procedures used to protect 
the sphincter ani during a hemorrhoidec- 
tomy are surgically sound. Personal 
communications from my friends around 
the country have been gratifying. The 
procedure continues to be the easiest of 
ali methods of doing a hemorrhoidec- 
tomy, it is rapid, visibility is excellent, 
it is most comfortable for the patient 
and the end results have been better 
than after the conventional operation. 

The prime objective of a hemor- 
rhoidectomy is to remove the offending 
varicosity with as little damage as pos- 
sible to the patient. Of all the structures 
in the area, one stands out as the king. 
You can damage, deform, ruin, remove, 
abuse, amputate, 
every structure in and around the anus 
except one. That structure is the sphinc- 


maim or mutilate 
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ter ani. There is not a muscle or struc- 
ture in the body that has a more keenly 
developed sense of alertness and ability 
to accommodate itself to varying situa- 
tions. It is like the goalie in hockey . . . 
always alert. 

They say man has succeeded where 
the animals fail because of the clever use 
of his hands, yet when compared to the 
hands, the sphincter ani is far superior. 
If you place into your cupped hands a 
mixture of fluid, solid and gas and then 
through an opening at the bottom, try 
to let only the gas escape, you will fail. 
Yet the sphincter ani can do it. The 
sphincter apparently can differentiate 
between solid, fluid and gas. It appar- 
ently can tell whether its owner is alone 
or with someone, whether standing up 
or sitting down, whether its owner has 
his pants on or off. No other muscle in 
the body is such a protector of the dig- 
nity of man, yet so ready to come to 
his relief. A muscle like this is worth 
protecting. 

In examining a diseased anus, one 
can find swollen, or thrombosed or 
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gangrenous piles, swollen papillae, ec- 
zema of skin, fistulas, crypts, tags or 
verrucae. The area is prone to many 
maladies, Through it all, the sphincter 
seldom suffers except to become a bit 
spastic or tense in the region of disease. 
A surgical procedure that removes the 
disease prone parts of the anus and 
brings in new tissue while protecting the 
only part that cannot be replaced, should 
be a good operation. 


I shall describe an operation that 
does just that, an operation that is 
easy because exposure is excellent, 
bleeding, if it occurs is visible and there- 
fore easily controlled. It has been my 
experience that adequate protection of 
the external sphincter is most important. 
In operations where sutures are placed 
deep and blindly, I am sure the sphinc- 
ter is very frequently caught in the 
suture and the resultant postoperative 
pain due to spasm must be terrific. By 
adequate the external 
sphincter, we have almost entirely elimi- 


protection of 


nated postoperative pain. Certainly a 
hemorrhoidectomy need now be no more 
uncomfortable than an abdominal op- 
eration. 

Before proceeding to the surgery, let 
us review for a bit the anatomy of the 
anus as seen from cross section. The 
mucosa as it covers the hemorrhoid, 
ends in a transitional type and fuses 
with the skin. This will be the line of 
incision. The crypts and papillae are 
seen about an inch above sphincter level. 
This is about the area which, when 
brought down, will be sutured to the 
skin. 

By moving the external sphincter up- 
ward this is accomplished easily. 

It must be emphasized that we do not 
bring down the entire circular mass. 
The hemorrhoids and other disease oc- 
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curs chiefly lateral, so only the lateral 
aspects are brought down. The incisions 
are not jvined anteriorly and posteriorly. 
This is important in order to avoid 
stricture which can and does occur if 
the entire circular mass is excised. Ac- 
tually an elliptical mass of tissue on each 
side is removed. In order to understand 
how this can be done easily, try to re- 
member the difference between prolapse 
of the rectum and prolapse of hemor- 
rhoids. In a rectal prolapse the entire 
circular mass comes down. This is not 
true when hemorrhoids are pulled down 
or prolapse, only a mass on each side 
protrudes. If you examine carefully an 
anus with prolapsed hemorrhoids, you 
find that the anterior angle and posterior 
angle are not disturbed. The anatomy 
is somewhat similar to the upper end 
of the alimentary canal, note that one 
can evert both upper and lower lip 
without even exposing the angles of the 
mouth, Similarly one can prolapse either 
the right or left or both hemorrhoidal 
masses without prolapsing the anterior 
and posterior angles. 

The operation that I am about to 
describe may resemble several previ- 
ously described methods, but there are 
important differences which will become 
apparent as we proceed. 

Under general or regional anesthesia, 
with dilitation up to two fingers the 
hemorrhoids on the right side are 
grasped and pulled down. Then with the 
index finger of the left hand in the 
anal canal, the forceps which grasp the 
hemorrhoids lie in the palm of the left 
hand. An assistant holds the buttocks 
retracted so the mucocutaneous line is 
smooth and tense. An incision is made 
on the right side of the anus along the 
mucocutaneous line. This incision does 
not need to follow exactly the curves 


49 





Y, Ext. ophincter 
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and switchbacks that may occur around 
but should be through the 
skin rather than the mucosa. The inci- 
sion should not extend to the midline 
either anteriorly or posteriorly. It is 
seldom necessary to clamp or tie a 
bleeder on the skin margin. With the 
the thumb 
grasps the hemorrhoidal mass and folds 
it medially, exposing the sphincter. 
Using the right hand, the sphincter is 
pushed upward while the left fingers 
and thumb pull downward on the pile 
bearing portion. The sphincter is easily 
pushed upward to about the level of the 
pectinate line. At this level a white 
fibrous lower attachment of the longi- 
tudinal internal sphincter can be seen. 


a skin tag, 


index finger in the anus, 


It is at this level that the skin will be 
sutured to the bowel, using a mattress 
interrupted suture which is both hemo- 
static and supporting. After the sphinc- 
ter has been pushed upward and before 
the sutures are placed, the index finger 
is withdrawn. The hemorrhoidal mass 
can be grasped by a forcep, or a clamp 
put across its entirety, but it must not 
be cut off until the sutures are placed 
and tied because this mass serves a 
two-fold purpose: 1. The blood vessels 
are visible and can be encircled by a 
suture and, 2, It is useful for traction. 
About five mattress sutures fix the skin 
to this previously described fibrous band 
and mucosa, above the hemorrhoidal 
mass, The sutures are tied and cut as 
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soon as they are placed. When all are 
in place, the hemorrhoidal mass is cut 
away. 

At this point a piece of gauze can be 
placed into the anus, pushing aside the 
hemorrhoids on the opposite side, giving 
a good exposure of the operated side. 
Any bleeding is seen at once and with 
both edges everted, the area can be 
grasped by an Allis forceps and a suture 
put in superficially, being sure not to go 
deeply into the sphincter. 

The left side is then treated in the 
same manner, being careful not to join 
the incision to the opposite side at the 
midline anteriorly and posteriorly. Re- 
member that hemorrhoids occur chiefly 
on the lateral aspects, so it is not nec- 
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essary to invade the midline. 

When both sides have been completed, 
a piece of gauze is again pushed into 
the rectum. extending out of the anus. 
This is used to retract first one side, 
then the other for final inspection. I 
usually ihen break a large square of 
Gelfoam into four rectangles and push 
two of them about half way into the 
anus, then laying the other pieces to 
cover all the sutured edges. 

Thus we have a completed operation 
where the external sphincter was visible 
during the placement of the sutures and 
the entire suture line is visible post- 
operatively. The result is a comfortable 
patient after a safe and very easy op- 
eration, If, inadvertently, the incisions 
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were joined anteriorly and posteriorly, 
the patient should be watched for 
stricture. 

Mineral oil is given for several days 
and the patient is placed at once on a 
full diet. About the fourth day, a good 
stool is passed generally without the 


expected discomfort. Mineral oil should 
be discontinued at this time so a formed 
stool helps with dilatation, A finger 
gently slipped into the anus ten days 
after surgery reveals an almost entirely 
healed, well functioning anus. The ulti- 
mate cosmetic result is excellent. 
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SUSPECT POSSIBLE CANCER IN CHRONIC FISTULA 


Drs. W. S. McCune and J. R. Thistlethwaite, in the Annals 
of Surgery, 149/6:815-21, report that malignant degenera- 
tion can occur in any chronic draining sinus or tract. They 
state that whenever fistula in ano has been present for 
many years, the possibility of malignant changes may be 
suspected. The onset of pain, induration or bleeding in a 
previously asymptomatic fistula, may indicate malignant 
change. 

There is no appreciable difference in the appearance of 
the fistula during the early stages of malignancy. 

These authors recommend abdomino perineal removal, 
with a very wide dissection of peri-anal tissues. This type 
of lesion invades the levator muscles, fascia, subcutaneous 
tissue and skin. 
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Retrorectal Tumors 


HAROLD I. MILLER, M.D., D.A.B.S., F.A.C.S.* 


Boston, Massachusetts 


Tre caudal end of the embryo 
is the site of extraordinarily complex 
developmental changes. There appear 
and later disappear the primitive streak, 
notochord, neurenteric canal, and post- 
anal gut. The proctodeum fuses with the 
hind gut. The sacrum and coccyx de- 
velop. Close by the genitourinary tract 
forms. All three germinal layers take 
part in all these changes. Any tiny de- 
velopmental anomaly may leave a nidus 
capable of further growth. Yet retro- 
rectal—presacral—tumors are rare, com- 
prising between 1 in 40,000 and 1 in 
70,000 general hospital admissions. 
They were first described in 1885 by 
Middledorpf.’ He reported a case of a 
presacral teratoma in a_ one-year-old 
child. Strictly speaking, the term-Middle- 
dorpf tumors should be restricted to 
teratomas. 

Anatomy and Physiology The 
retrorectal or presacral space? is nor- 
mally only a potential space and be- 
comes a space when the rectum is dis- 
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placed anteriorly by a tumor or fluid. 
It is bounded anteriorly by the rectum; 
posteriorly by the sacrum and coccyx; 
superiorly by the reflection of the peri- 
toneum onto the rectum approximately 
at the junction of the second and third 
sacral segments; inferiorly by the floor 
of the perineum including the levators 
and coccygei; and laterally by the peri- 
toneal reflection, lateral rectal stalks, 
and the wall of the pelvis. The space 
contains branches of the sacral and 
sympathetic plexus of nerves, the middle 
sacral, iliolumbar and middle hemor- 
rhoidal vessels, and lymphatics. 

With tumors involving the sacrum, 
normal vesical and rectal function can 
be preserved if the fourth and fifth sac- 
ral nerves are sacrificed bilaterally.* 
When this is done there is no anesthesia 
of the perineum and there is normal 
bladder and bowel control. If the fourth 
and fifth sacral nerves on both sides 
are sacrificed and if in addition the third 
sacral nerve is sacrificed on one side, 
the result is about the same except for 
unilateral perineal sensory loss. The 
same also holds true if only one pudendal 
nerve is sacrificed. If the third, fourth, 
and fifth sacral nerves on both sides or 
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if both right and left pudendal nerve are 
sacrificed there is both rectal and vesical 
dysfunction as well as bilateral perineal 
anesthesia. 


Classification 

1. Congenital: Chordoma, dermoid 
and developmental cysts, teratoma, ante- 
rior meningccele, ectopic kidney. 

2. Neurogenic: Ependymoma, neuro- 
fibroma, neurilemoma, ganglioneuroma, 
paraganglioma. 

3. Osseous: Giant cell tumor, osteo- 
genic sarcoma, chondroma, chondro- 
sarcoma, osteoma. 

4, Fibrogenic: Fibroma, fibrosarcoma. 

5. Myogenic: Leiomyoma, leiomyo- 
sarcoma. 

6. Inflammatory: Abscess, granuloma. 

7. Miscellaneous: Lymphoblastoma, 
lipoma, hemangioendothelioma, meta- 
static carcinoma, ovarian cyst, hyper- 
nephroma, adenomyoma. 

The congenital tumors are usually 
cystic.” They may be present at birth 
or appear later. Sometimes sinus forma- 
tion occurs. 

Chordomas** arise from remnants of 
the embryonic notochord but usually 
are seen in adult males. Sixty to seventy 
percent are presacral. Eighty percent 
are histologically benign but they tend 
to invade bone and are resistant to x-ray 
treatment. Ten percent 
Pathologists unfamiliar with their ap- 
pearance misdiagnose them as chondro- 
sarcomas or metastatic mucous adeno- 
carcinomas.’ 

Dermoids are the most common con- 
genital tumor.*:* They are caused by a 
faulty inclusion of ectoderm when the 
embryo coalesces. They may also arise 
from Luschka’s gland. They are usually 
close to the midline and occur only in 
women. Occasionally present at birth, 


metastasize. 


presacral dermoids most often show 
themselves after the age of twenty. They 
tend to be encapsulated and compress 
neighboring structures. They should be 
suspected in patients with sinuses and 
abscesses about the anus who have had 
repeated operations about the anus with- 
out cure.’® Rarely hair is found pro- 
truding through the anus and x-ray may 
show a tooth. 

Teratomas are true Middledorpf tu- 
mors. Ninety percent are recognized at 
birth and fifteen percent become ma- 
lignant. Three-fourths of these tumors 
are found in females. Their origin and 
classification are in some doubt. They 
are made up of more than one germ 
layer and at least sometimes represent 
parasitic twins. They may also repre- 
sent tissue arising from cells already 
present in the sacrococcygeal region 
during normal embryonic development 
such as the postanal gut and neurenteric 
canal. Their growth parallels the growth 
of the child. 

Pelvic kidneys occur about one in a 
thousand births but presacral kidneys 
are more rare. An intravenous pyelo- 
gram will diagnose these. 

Meningoceles occur when meninges 
herniate through a defect in the sacrum 
in anterior spina bifida. Neurofibromas 
are firm, unilateral, and high, arising 
within the sacral canal and may have 
root symptoms. Ependymomas arise from 
the cauda equina and are associated with 
a good deal of pain and bowel and 
bladder dysfunction. 

Inflammatory tumors may begin as 
infection in a crypt eroding into the 
retrorectal space. They may then rupture 
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back into the rectum higher up to pro- 
duce an internal fistula or maintain 
only one opening. There may be a walled 
off collection of pus or inflammatory 
tissue. 

Symptoms The symptoms vary de- 
pending on the size and origin of the 
tumor, its location, the degree of bone 
erosion, the amount of involvement of 
sacral nerves, and the inflammatory re- 
action. Early and small growths may 
produce no symptoms. Symptoms are 
not modified materially by the patho- 
logic histology because the chief symp- 
toms are usually the result of mechani- 
cal pressure or invasion or inflamma- 
tion. With inflammatory reaction there 
may be low back pain, a feeling of 
fullness in the rectum, and sometimes 
a purulent discharge from the anus. In 
the absence of inflammation there may 
also be low back pain, unilateral or bi- 
lateral leg pain with paresthesias and 
weakness, rectal pain, constipation, or 
fecal There 
may be difficulty in voiding also. Con- 


urinary or incontinence. 
genital tumors are obvious at birth. 
Diagnosis The essence of diagnosis 
is in the palpation of a mass on or 
through the posterior rectal wall. Usu- 
ally the mass is in the midline, although 
it may extend laterally. Isolated cases 
have been reported in the perineum or 
ischiorectal fossa. This method of physi- 
cal diagnosis should be supplemented 
and 


by _ proctosigmoidoscopy 


X-ray. 
Pelvic examination should also be done 
as well as barium enema and _intra- 
venous pyelogram. 

Patients should be questioned about 
previous injection of hemorrhoids. Pa- 
tients with recurrent internal fistulas 
should be suspected of having a dermoid 
cyst. 

X-ray evidence is of three types:? 
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1. Those arising in the sacral canal 
cause erosion of the canal by expan- 
sion and pressure. The bone margins 
here are sharp and well defined. 

. Those arising in the body of the 
sacrum produce a picture of an infil- 
trative and expansive process. 

3. Those arising from adjacent struc- 
tures. 

Treatment" Occasional tumors are 
removed abdominally. However, most 
cases must be treated by posterior 
surgery. The patient is placed in the 
Kraske position and a longitudinal in- 
cision made from well up onto the 
sacrum to just proximal to the anus. 
The anococcygeal ligament is divided 
and the coccyx removed. The rectum is 
mobilized manually. It may be necessary 
to detach the gluteal muscles, the sacro- 
tuberous and sacrospinous ligaments, 
and the piriformis and coccygeus mus- 
cles. If the sacrum is not involved or 
invaded, the presacral mass may then 
be separated from the rectum. When 
the sacrum is involved, more radical 
surgery is indicated. The lower two 
sacral nerves can easily be divided. The 
pudendal nerves are identified. If nec- 
essary, it is possible to resect the lower 
three sacral segments, sparing the pu- 
dendal nerves and their roots by split- 
ting the third sacral foramina. The sac- 
ral arch is cut and the tumor withdrawn. 
The glutei are resutured. The area is 
ordinarily drained. 

Case Report In the classification 
proposed by Rowe and Brock,‘ adeno- 
myoma is mentioned as one of the mis- 
cellaneous etiologic agents of presacral 
tumors. However, a moderately careful 
search of the literature did not reveal 
a case report similar to that described 
below. 

There are two generally accepted the- 
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FIGURE | 50 power magnification showing invasion of adjacent muscle 
tissue by endometriosis. 





FIGURE 2 116 power magnification of retrorectal endometrioma. 
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ories of the cause of endometriosis. Ac- 
cording to Sampson,’ blood flows back 
out through the Fallopian tubes during 
menstruation and endometrial implants 
occur. These may later grow. The serosal 
theory is based on the fact that the 
lining mucosa of all parts of the mul- 
lerian canal as well as the germinal 
epithelium covering the ovary and pelvic 
peritoneum are derived from celomic 
epithelium. Some of the less highly dif- 
derentiated parts retain the power of 
further differentiation later in life so 
that they may later develop into differ- 
entiated tissue such as endometrium. 

M. G. (B.C.H. No. 1609855) was ad- 
mitted to the Boston City Hospital on 
May 16, 1957.* At the time she was 
42-years-old and had two children, aged 
20 and 16. A total abdominal hysterec- 
tomy and right salpingo-oophorectomy 
had been performed in 1950. The patient 
had been well until two years ago prior 
to admission when she fell, landing on 
both buttocks. One and a half years 
prior to admission she began to note 
low back pain aggravated by standing. 
The pain was near the coccyx and was 
described as sharp and shooting. Pain 
radiated to both knees. Physical exami- 
nation revealed a well-healed lower mid- 
line abdominal incision. Vaginal exami- 
nation was unremarkable. On _ rectal 
examination a firm, tender mass about 
4 cm. in diameter was felt high on the 
posterior rectal wall. This felt attached 
to the rectum. Sigmoidoscopy was un- 
remarkable. 

Operation was performed on May 17, 
1957. Spinal anesthesia was induced and 
the patient placed in the Kraske posi- 
tion. A midline longitudinal incision 
was made from high up on the sacrum 
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to just above the anus. The anococcygeal 
ligament was divided and the coccyx 
removed, The levators and_ gluteus 
maximus muscles were retracted. A 
hand was inserted between the rectum 
and sacrum and the rectum mobilized 
with the mass attached to it. Adequate 
exposure was so obtained and a firm, 
gray-blue mass dissected off the rectal 
wall by sharp dissection. The rectum 
was not entered. Bleeding points were 
tied. The muscles were allowed to fall 
into place. The retrorectal space was 
drained and the wound closed in layers. 
The postoperative course was benign. 
The drain was removed on the third 
postoperative day and the patient dis- 
charged on the fifth postoperative day. 
The wound kealed by first intention. The 
pathology report was endometrioma 
(Figures 1 and 2). 

The patient was readmitted on June 
18, 1957, laparotomy peformed, and the 
remaining (left) ovary removed. There 
was no gross evidence of pelvic or ovari- 
an endometriosis. The. patient was re- 
lieved of her symptoms and at this time 
has remained well and asymptomatic. 


Summary 
1. Retrorectal tumors are 
Their classification is discussed. 

2. Symptoms depend on the size 
and origin of the tumor, the degree 
of bone erosion or invasion, the 
presence or absence of sacral nerve 
involvement, and the associated in- 
flammatory reaction. 

3. The essence of diagnosis is the 
palpation of a mass on or through 
the posterior rectal wall. This is 
supplemented by proper endoscopic 
and radiologic examination. 


rare. 
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4. Technique of surgical removal 
is discussed. 


5. A case of retrorectal endo- 
metrioma is described. 


Resumen 


1. Los tumores retrorectales son 
raros. Se discute su clasificacién. 

2. Los sintomas dependen del Ta- 
majo y origen del tumor, el grado de 
erosion o invasién del hueso, la pre- 
sencia o ausencia de englobamiento 
del nervio sacro, y la asociacién in- 
flamatoria. 

3. La base del diagnostico es la 


palpacién de una tumoracion situada 
enen o a traves de la rared abdominal. 
Este estudio se completa con el es- 
tudio endoscopico y radiologico. 


4. Se discute la technica para la 
extirpacion quirurgica. 


5. Se describe un caso de endo- 
metrioma retrorectal. 
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Blood Coagulation 
and Hemorrhagic Disorders 


Their Gastrointestinal Manifestations 


Tre hematologist and the 
surgeon interested in gastroenterology 
have many common interests. Certainly, 
one such interest concerns hemostasis 
and coagulation, Hemorrhagic disor- 
ders, be they congenital or acquired, 
may present as pain in the abdomen or 
as GI tract bleeding. They create contra- 
indications to surgery in liver disease. 
Hemorrhage may occur during surgical 
procedures or postoperatively and 
threaten the patient’s existence. The re- 
verse situation of increased clotting with 
episodes of thromboses is also a plagu- 
ing problem in carcinoma, particularly 
of the pancreas, and as a postoperative 
complication. Our increasing knowledge 
in this field and the confusion in nomen- 
clature have only added to an already 
complex subject. My purpose today is 
to present a simplified concept of our 
present knowledge, not in an attempt 
to be all-inclusive but rather selective to 
the interest of this group. 

It is our belief that a certain amount 
of intravascular clotting and “unclot- 
ting” goes on all the time. This explains 
why clotting proteins have a shorter 
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half life than any other body proteins. 
Our clotting system is in dynamic bal- 
ance with a delicate proportion between 
those factors favoring clotting and those 
opposed. Smooth, intact blood vessels 
and the extravascular structure support- 
ing them (subcutaneous tissue, muscle 
and skin) afford our greatest protection 
against an upset in this balance. 

There are many disorders associated 
with abnormalities of the vessel wall. 
They have often been classified as non- 
thrombocytopenic purpura: 

1. Allergic purpura, ex. Henoch-Schoen- 
lein purpura 
2. Secondary or symptomatic purpura 
a. infections such as seen in sub- 
acute bacterial endocarditis, 
meningococcemia, etc. 
b. avitaminosis, such as in scurvy 
c. action of drugs (probably al- 
lergic), such as atropine, bis- 
muth, mercury, phenatecin, etc. 
. probably toxic, as in such 
chronic diseases as uremia, liver 
disease, etc. 
e. following x-ray therapy 
3. “Pseudohemophilia,” probably a ves- 
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PLASMA FACTORS plus 


PLATELET FACTOR 





AHG [anti-hemophilic globulin) 

PTC (plasma thromboplastin component) 
PTA (plasma thromboplastin antecedent) 
Hageman Factor 





\ 


Proconvertin 
Proaccelerin 


Convertin 
Accelerin 
Calcium 


— > THROMBIN 





PROTHROMBIN plus THROMBOPLASTIN 
Stuart Factor 


—»y FIBRIN 





FIBRINOGEN plus THROMBIN 


sel wall defect of a congenital nature 


. Senile purpura, probably secondary 
to loss of supporting tissue 

. Cachectic purpura, probably second- 
ary to loss of supporting tissue 

. Following long term steroid therapy 
and related to the anti-metabolic ef- 
fects of these drugs 

. Due to hereditary _ telangiectasis 

(Osler-Weber-Rendu syndrome) 

The platelets play at least a dual role 
in hemostasis. They serve as plugs in 
the maintenance of capillary integrity 
and of course they have many functions 
in the clotting mechanism itself as will 
be seen in the simplified schema shown 
above. 

Thromboplastin is formed by the 
interaction of platelets and a variety of 
plasma factors. It then combines with 
prothrombin to form thrombin. This 
would be a‘slow process were it not for 
two accelerator factors which exist in 
the plasma in a precursor state, as pro- 
accelerin and proconvertin. They are 
converted to the active form by throm- 
bin as it is initially formed and in turn 
hasten the conversion of more prothrom- 
bin to thrombin. The latter then con- 
verts fibrinogen to fibrin. Amongst its 
many other roles, the platelet is also 


important in forming much of the 
strength and structure for fibrin strands, 
once they are formed. 

As mentioned previously, there are 
known “anti” factors which inhibit 
clotting and help maintain the dynamic 
balance. Several of these are anti- 
thrombin, heparin and _ anti-thrombo- 
plastin. ‘There may be others. 

From a clinical standpoint, one other 
phase of the clotting mechanism has 
received much attention. This concerns 
the mechanism for lysis of clots. Fibrino- 
lysin or plasmin exists in the plasma in 
an inactive state and may be converted 
to the active form normally or in certain 
stressful situations which will be dis- 
cussed later. 

There are bleeding disorders which 
occur when there is a deficiency of the 
clotting factors, when there is an excess 
of the anticoagulants, or whenever the 
fibrinolytic mechanism is inadvertently 
set into motion. Hemophilia exists when 
one of the plasma factors is deficient, 
the most common being deficiency of 
AHG, producing classical hemophilia. 
Purpura develops with a deficiency of 
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platelets, the usual situation being a 
quantitative one, however, a hemor- 
rhagic disorder caused by a qualitative 
deficiency also occurs. Platelet syn- 
dromes may be classified as follows: 
1. Idiopathic thrombocytopenic purpura 
2. Secondary thrombocytopenic purpura 
a. to chemical agents 
1. toxic: as with arsenicals, 
benzol 
2. allergic: as with sedormid, 
quinidine 
. after x-ray or other physical 
agents 
. due to certain foods, burns 
. hypersplenism 
. marrow replacement as_ with 
leukemia, myeloma, metastatic 
cancer, etc. 
Hypoprothrombinemia is commonly 
found in liver disease. It also may be 
seen in newborn children and whenever 
vitamin K is lacking. congenital hypo- 
prothrombinemia occurs but is rare. Of 
course, anticoagulation with such agents 
as dicumarol, Tromexan and Coumadin, 
etc., will lower prothrombin. Vitamin K 
deficiency may occur with poor diet or 
due to malabsorption, as in sprue. With 
sulfonamides and antibiotics, putrefac- 
tive bacteria may be absent and vitamin 
K deficiency may result. This is im- 
portant in surgery of the gastrointestinal 
tract since preparation for bowel surgery 
often involves prophylactic therapy with 
broad spectrum antibiotics to sterilize 
the bowel. The resultant hypoprothrom- 
binemia could prove to be a problem 
particularly in a patient who might have 
latent liver disease. It would seem wise 
to obviate this possibility with pro- 
phylactic vitamin K therapy during this 
preparatory period, Since bile salts are 
necessary for the absorption of vitamin 
K and therefore prothrombin formation, 
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obstructive jaundice or biliary fistula 
may lead to hypoprothrombinemia. 

Fibrinogen which is formed in the 
liver may be congenitally absent or low. 
It is reduced in severe liver disease or 
when liver is destroyed as with chloro- 
form poisoning. In situations where 
fibrinolytic agents or thromboplastic 
substances are liberated, the level of 
fibrinogen may drop to dangerously 
low levels. 

This may be seen in cancer of the 
prostate, pancreas or stomach and occa- 
sionally in mismatched blood trans- 
fusion. It also occurs in several obstet- 
rical situations. 

Obviously many of the above hemor- 
rhagic possibilities may plague the sur- 
geon. In addition, a bleeding tendency 
may simulate an acute abdomen. In 
Henoch-Schoenlein purpura, abdominal 
pain may precede the purpura by some 
time, especially in children. One must 
add this to the long list of diagnoses to 
consider before doing surgery. Abdomi- 
nal pain in hemophilia is most often 
due to retroperitoneal bleeding and sur- 
gery must be avoided. Even when hemo- 
philiacs have appendicitis or GI tract 
bleeding due to causes other than their 
basic defect, conservative management 
must be used unless life itself is immi- 
nently threatened. The use of a large 
amount of stored blood in a short period 
of time because of massive blood loss or 
surgery may produce hemorrhagic difh- 
culty, as a result of thrombocytopenia. 
Fresh blood rather than stored will 
usually correct the defect when it is 
manifest. 

Patients with liver disease may have 
a number of hemorrhagic defects and 
therefore surgery must be cautiously 
considered in this group. The defects 
include toxic damage to the capillary 
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wall, deficiency of clotting proteins such 
as prothrombin, proaccelerin and pro- 
convertin, thrombocytopenia, and fibri- 
nolytic disorders (since fibrinolysin may 
be proteolytic and destroy 
proteins). 

Finally ii is our feeling that prolonged 
surgery with much tissue handling and 


clotting 


release of thromboplastin may set off 
clotting throughout the body. This may 
result in using up clotting proteins and 
their resultant deficiency. Should excess 
bleeding occur during prolonged surgery, 
one should consider this defect, halt 
surgery as promptly as possible and 
administer fresh blood. 


Summary 


Normal and abnormal hemostasis 
have been considered with particular 
reference to the surgeon interested in 
gastrointestinal disease. General and 


specific hemorrhagic defects have 
been considered. 


1302 18 Street, Northwest 











Plan Now to Attend 
THE TWELFTH ANNUAL CONVENTION 


(Teaching Seminar} 








Scientific Sessions April 23rd through 28th, 1960 





For reservations write to: 











THE AMERICANA HOTEL, MIAMI BEACH, 
FLORIDA 














THE AMERICAN JOURNAL OF PROCTOLOGY 





A 
GUIDE | for our readers 


The conventions of the presentation of advertising material on pharmaceuti- 
cals are related to certain ethical and practical considerations. This guide 
should be of help to all our readers in an understanding of the advertising 
material contained herein. Unless it is stated to the contrary: 





All illustrations of physicians and patients are 
dramatizations utilizing models and not specific 
physicians or actual patients. The ethical and 
other considerations for this are obvious. 


Illustrative material such as dummy prescription 
blanks, hospital charts, calling cards, memos, 
etc., are presented as dramatizations. 


Composite case histories, drawings and/or 
photomicrographs are often presented to convey 
typical clinical indications but unless stated to 
the contrary are constructed as illustrative cases 
or situations. 


Physical limitations of space in journal adver- 
tising make the presentation of all relevant data 
impractical; therefore, it is suggested that for 
suitable background on dosage indications and 
contraindications the standard package insert or 
more extensive background data be consulted. 





The acceptance of material for advertising is based upon several criteria; 
for example, in respect to safety, all new drugs are required to correspond 
with the accepted Food and Drug application. 


It is suggested that any differences of opinion of individual physicians with 
any advertisements be called to the attention of the editor, with a dupli- 
cate copy of the letter to the pharmaceutical house whose advertisement is 
the subject of the letter. 


THE PUBLISHERS 
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EDITORIAL 


LIFE INSURANCE VERSUS DEATH INSURANCE 


An Editorial For Your Patients 


If a life insurance salesman were to 
approach you with the question, “How 
would you like to buy death insurance?”, 
you would probably throw him out of 
your home. Such is the magic of words. 
But if you pause and reflect, you will 
realize that life insurance is really death 
insurance. You don’t collect unless you 
die. Your beneficiary collects—not you. 

This is not an argument against “life 
insurance,” no matter what it is called. 
A rose by any other name smells just 
as sweet. I believe in life insurance. I 
also believe in calling a spade a spade. 

If we change the term for your death 
benefit policy to “death insurance,” we 
would then be able to use the term “life 
insurance’ for an entirely different con- 
cept. What I mean to say is that the 
only true life insurance is to be found 
in your physician’s office. 

A regular semi-annual complete physi- 
cal examination is the cheapest and best 
form of life insurance. It is the only true 
insurance. When disease is discovered 
in its earliest stages, and corrected, your 
health is improved, your life is truly 


prolonged, and death is postponed. This 
is genuine life insurance. 

What type of insurance does proc- 
tology have to offer the patient? The 
American Cancer Society has recently 
released statistics proving that cancer of 
the rectum and colon is the chief cause 
of cancer death. We know that the 
major pre-malignant lesion of the lower 
bowel is the polyp. We know that the 
polyp can be diagnosed easily by sig- 
moidoscopy. 

It follows as the day follows the night, 
that early diagnosis and simple office 
removal of polyps will prevent thou- 
sands of cancers, saving thousands of 
lives. 

You and I pay large premiums for 
death insurance. A tiny fraction of such 
annual premiums, paid to your proc- 
tologist every six months, will provide 
you with true life insurance. 

The peace of mind that you acquire 
if your examination proves negative is 
beyond price. And if the examination is 
positive for a pre-malignant lesion, and 
your physician removes that tissue prop- 
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erly and painlessly in his office, you will 
have purchased life itself for a tiny frac- 
tion of a death insurance premium. 
And there are other troublesome con- 
ditions such as hemorrhoids, fissures, 
fistulas, prolapse, anal ulcer, pilonidal 
cyst, and many others, that reduce your 
enjoyment of life and your peace of 
mind, These conditions are easily cor- 
rected in the office, painlessly, usually 


with rapid return to your normal occu- 
pation (within 24 to 48 hours), — 
without hospitalization. 

What value are we to set upon im- 
proved health, the opportunity to enjoy 
life without fear, and the prolongation 
of life itself? These are the benefits of 
life insurance versus death insurance. 
Which do you prefer? I advocate both. 

ALFRED J. Cantor, M.D. 





POLYPS OF THE COLON AND RECTUM: 
Follow-up Study of 537 Patients 


J. A. Rider et al, reporting in the JAMA, 17:89-94, 1959, 
state that since there is no decisive clinical method of 
predicting the behavior of an individual polyp, all such 
lesions should be removed. Local removal is adequate 


both for benign polyps and for adenocarcinoma within 
the reach of the sigmoidoscope. 


Sigmoidoscopic and x-ray study over a six year span, 
revealed 537 polyps in 9,669 patients. Follow-up over 
four to nine years showed 92.7% returned for examina- 
tion. 41% of these 537 patients reexamined in the 
follow-up study had developed new polyps. 


Carcinoma of the colon occurred in 2.1% of patients 
without polyps. 5.8% of the 537 with polyps was the 
original incidence of carcinomatous polyps. Carcinoma 
of the colon was associated in an additional 7.2%. 
Adenocarcinoma in situ occurred in an additional 19.2%. 
Carcinoma of the colon occurs twice as often in patients 
with multiple polyps as in those with single polyps. 
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HERE'S HOW YOU CAN BYPASS 
HOTEL DIFFICULTIES IN FLORIDA 
APRIL 23-28, 1960 


SAVE TIME 
MAKE YOUR HOTEL RESERVATIONS NOW 


Plan now to attend the 1960 Teaching Seminar of the Inter- 
national Academy of Proctology. A few moments now will 
guarantee your hotel reservation and save time at the regis- 
tration desk. Mail coupon to the Americana Hotel, 9701 Col- 
lins Avenue, Bal Harbour, Miami Beach 54, Florida, Atten- 
tion of Reservation Department. Do it now! 
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ROOM RESERVATION BLANK 


I will attend the TWELFTH ANNUAL TEACHING SEMINAR of the 
INTERNATIONAL ACADEMY OF PROCTOLOGY to be held at THE 
AMERICANA on April 23rd, 24th, 25th, 26th, 27th, and 28th, 1960. 


Please reserve the following room(s) for me, and acknowledge to: 


Guest Rooms—-$18, 20, 24, 26, 30—single or double occupancy 
Lower Lanai Suite (Parlor and Bedroom) —$50 

Upper Lanai Suite (Parlor and Bedroom )—$55 

Ocean-View Suite (Parlor and Bedroom )-—$55 

DeLuxe Ocean Front Suite (Parlor and Bedroom ) —$65 


A.M. 
expect to arrive at 2.0... cccccccccccccccccccccccccvesesescsccecseces P.M, on 


(date), 
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(MODIFIED-ECONOMY MODEL) 


FEATURING 
PROXIMAL AND DISTAL LIGHTING* 


This instrument was designed for use by the skilled 
proctologist to carry out a thorough examination and 
when indicated, to obtain a specimen for microscopic 
examination. 

Proximal and distal lighting permits positive 
identification and evaluation of small lesions 
in the rectum. 

The Modified Turell Sigmoidoscope hasalso 
proven to be very useful to the general prac- 
titioner, the internist and the general 
surgeon in making a thorough routine 
physical examination. 


THE 
INSTRUMENT CONSISTS OF: 


@ A calibrated tube of light non- 
corrosive metal with distal end 
rounded and smooth for ease of 
Tetewexelt(as tote) 


Cat. No. 4620 


Sizes varying: 7.5 cm to 25 ¢m in length 
1.6 cm to/2 cm in diameter 

© A metal suction tube attached to the in- 

terior of the tube for inflation and deflation 

e A light carrier that provides both distal and 
proximal illumination 

e A metal cap on the proximal end of the light carrier 
containing a low power magnifying lens, fits snugly 

into the proximal end of the tube to produce hermetical 

closure 


@ An obturator “ 


The simplicity of design, excellent workmanship 
and low purchase price combine to establish the 
popularity of the Modified Turell Sigmoidoscope. 


See Your Dealer 
or : 
*Designed by Dr. Robert Turell 1948 Write for Information 


A 


ESTABLISHED IN 1900 ~ Se Me oe BY REINHOLD WAPPLER 
FREDERICK J. WALLACE, President 
American Makers, Ine 
cope , SW. 


8 PELHAM PARKWAY PELHAM MANOR, NEW YORK 
2 














Newer Medicinals 


Ku-Zyme, Kremers-Urban Company, Milwaukee, 


Wisconsin. Yellow and white capsules, each 
containing 30 mg. K-U standardized amyloly- 
tic enzyme and 6 mg. K-U standardized pro- 
teolytic enzyme. Indicated to promote opti- 
mum digestion and assimilation of carbo- 
hydrates, proteins, and fats. Dose: One 
capsule three times daily taken during the 
course of a meal. Sup: Bottles of 50. 


Mephyton Emulsion, Merck Sharp & Dohme, 


Division of Merck & Co., Inc., Philadelphia, 
Pennsylvania. New dosage form, each cc. 
containing 10 mg. Vitamin Ks. Indicated for 
use as an anticoagulant antidote. Use: 50 mg. 
to 150 mg. by slow I.V. injection at a rate 
not exceeding 10 mg. per minute depending 
on patient's response, and repeated at the 
discretion of the physician. Sup: Ampules of 
| cc. in packages of 6. 


Meprospan 400, Wallace Laboratories, Inc., 


New Brunswick, New Jersey. New dosage 
form, each blue-topped sustained-release 
capsule containing 400 mg. meprobamate. 
Indicated for sustained tranquilization. Dose: 
One capsule at breakfast and one with eve- 
ning meal for 24 hour tranquilization. 


Murel-S.A., Ayerst Laboratories, New York, 


New York. Sustained action tablets, each 
containing 40 mg. valethamate bromide. |n- 
dictated for spasm of the gastrointestinal 
tract, genitourinary tract, biliary tract and in 
active, latent or incipient peptic ulcer. Dose: 
Average is 40 to 80 mg. daily. Sup: Bottles 
of 100 and 1000. 


Neo Decadron, Merck Sharp & Dohme, Divi- 


sion of Merck & Co., Inc., Philadelphia, 
Pennsylvania. 0.1% Topical Cream. Combi- 
nation of dexamethasone 21-phosphate and 
neomycin sulfate. Topical Cream is indicated 
in infantile eczema, atopic dermatitis, aller- 
gic eczema, housewives dermatitis, occupa- 
tional dermatitis, seborrheic dermatitis, and 


pruritus ani. Use: Topically, as directed 
by physician. Sup: Tubes of 5 Gm. and 
15 Gm. 


Pentothai Sodium Rectal Suspension, Abbott 


Laboratories, North Chicago, Illinois. Rectal 
anesthetic, each Gm. of suspension contain- 
ing 400 mg. pentothal sodium with 24 mg. 
anhydrous sodium carbonate as a buffer. 
Indicated whenever it is deemed desirable to 
induce preanesthetic sedation or basal nar- 
cosis by the rectal route. Dose: As directed 
by physician. Sup: Abbo-Sert package con- 
taining 5 Gm. of suspension. 


Surgamycin Topical Spray Ointment, Sur- 


gical Products Division, American Cyanamid 
Co., New York, New York. Antibiotic oint- 
ment, each Gram of which contains 15 mg. 
tetracycline hydrochloride and 15 mg. neo- 
mycin sulfate. Indicated for use on wounds, 
abrasions, ulcers, draining sinuses and similar 
superficial lesions, as well as in the treatment 
of burns. Use: Spray directly on affected 
area, producing a visibly uniform covering, 
prior to the application of a dressing. Sup: 
100 Gram Sterile Aerosol dispenser cans 
containing 30 Grams of ointment. 


Syncillin Tablets, Syncillin for Oral Solu- 


tion, Bristol Laboratories, Syracuse, New 
York. New synthetic penicillin, potassium 
alpha-phenoxyethy! penicillin. Provides higher 
blood levels of penicillin than any previous 
form of the drug administered orally or 
parenterally. Dose: Orally, as directed by 
physician. Sup: Bottles of 25 250-mg. tablets 
and bottles of 25 125-mg. tablets equivalent 
to 400,000 units and 200,000 units of peni- 
cillin respectively. Syncillin for Oral Solution, 
a dry powder which, when reconstituted with 
43 ml. of water, provides 60 cc. of a solution 
of potassium alpha-phenoxyethyl penicillin. 
Fruit flavored solution provides 125 mg. 
(200,000 units) of penicillin per teaspoonful. 
Available in bottles of 60 cc. 
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Each | 
‘Acros 


Zinc E 


For topical infections, 
choose a ‘B. W. & Co.” ‘SPORIN’. . . 


é ‘ . @ Combines the anti- 
inflammatory effect 

F of hydrocortisone with 
the comprehensive 


brand OINTMENT bactericidal action 
of the antibiotics. 





Each gram contains: yep at Lh) A 5 mg. 
‘Aecrosporin’® brand Polymyxin B Sulfate 5,000 Units Hydrocortisone sie: 60046 (AGG) 20 
Zinc Bacitracin............+.+.+.+.+++ 400 Units ina special petrolatum base. 


Provides comprehensive 4 3 ® 
bactericidal action 
all bacteria likely 


to be found topically, brand ANTIBIOTIC OINTMENT 


Each gram contains: 
‘Aerosporin’® brand Polymyxin B Sulfate 5,000 Units Zinc Bacitracin 
Neomycin Sulfate . ; in a special petrolatum base. 


4 ® Offers combined anti- 
biotic action for treating 
LYSP0 R N conditions due to suscep- 
tible organisms amenable 


brand ANTIBIOTIC OINTMENT to local medication, 


| ach gram contains: 
‘. erosporin’® brand Zinc’ Bacttracin: «2 <«/s,s:0.< 05.0 200.0. +, 000 Units 


Polymyxin B Sulfate ........... 10,000 Units in a special petrolatum base. 


BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, N. Y. 





BARR-SHUFORD 


RECTAL SPECULUM 


A practical instrument for 
clear, unobstructed examina- 
tions. Slot 114” long by 7%” 
wide offers adequate area 
for surgery or injection.. 
Equipped with metal ob- 
durator for ease of insertion. 

Product of the largest 
American manufacturer of 
non-illuminated rectal spec- 
ula, retractors, hooks and 
probes. Available through 
reputable surgical supply 
dealers. 


Dittmar-penn 


5155 Belfield Avenue Phila. 44, Pa. 
MANUFACTURERS AND WHOLESALERS. 


BOOK REVIEWS 





RADIOLOGIC EXAMINATION OF THE SMALL 
INTESTINE by Ross Golden, M.D., Visiting 
Professor of Radiology, University of Cali- 
fornia at Los Angeles, Professor Emeritus of 
Radiology, Columbia University, Formerly, 
Director of Radiology, The Columbia-Pres- 
byterian Medical Center, New York City— 
Published by Charles C. Thomas, Springfield, 
Ilinois—534 pages—Price $28.50. 


This book now appears in its second edition, 
and continues to be a highly authoritative, 
readable text. There are not many _ books 
specifically dedicated to x-ray examination of 
the small intestine, and this is one of the best 
known to this reviewer. 

The new developments on the small intestine 
have been added to the present edition. In- 
formation on the newer anatomy and _physi- 
ology is included. 

The author discusses the question of the 
possible hazard to health of exposure to x-rays 
during diagnostic procedures. He points out 
clearly that such a hazard does exist, but that 
avoidance of an x-ray examination may also be 
a great hazard in a failure to detect disease. 
Obviously, no x-ray examination should be 
ordered unless there is “clear evidence of need 
for it and clear understanding of its purpose.” 

Equally obvious, “the examination should 
be done by a properly trained physician aware 
of the potential dangers of ionizing radiation.” 

This text is well organized, authoritatively 
presented, beautifully illustrated, and would 
be a valuable addition to any physician’s 
library. 


METABOLIC CARE OF THE SURGICAL 
PATIENT by Francis D. Moore, M.D., Mose- 
ley Professor of Surgery, Hargard Medical 
School, Surgeon-in-Chief, Peter Bent Brig. 
ham Hospital—illustrated by Mildred Cod- 
ding, A.B., M.A., Surgical Artist, Department 
of Surgery, Harvard Medical School, Peter 
Bent Brigham Hospital, Published by the 
W. B. Saunders Company, 937 pages—143 
illustrations—price $20.00. 


This splendid volume is divided into six parts. 
The first part describes the normal patient, 
convalescence and the metabolism of recovery. 
In the second part blood volume is considered, 
and in the third part body fluid and electro- 
lyte. 

Part IV describes loss of body substance, 
Part V deals with visceral disease and surgi- 
cal patients, and the concluding part speaks 
of fractures, wounds and burns. 


—Continued on page 72 
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with physiologically corrective 


HY DROCIL 


I 


—nonirritating, easily propelled “hydrated-bulk’— 


@ HyoROCIL—provides the soft textured bulk required for the 
prevention of dehydrated, irritating stools. 
Hydrocil absorbs liquids, creating 35 times its own weight 
of moist, lubricating bulk. Pleasant and easy to take. 


@ HYDROCIL FORTIFIED —effective bulk therapy plus the stimula- 
tion afforded by acetphenolisatin, synthetic homologue of the 
laxative principle in prunes. Gentle, nonirritating. 

4 oz. and 1 lb. canisters. 


FULLER PHARMACEUTICAL COMPANY if 3108 WEST LAKE STREET / MINNEAPOLIS 16, MINNESOTA 
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PRURITUS ANI 


Treated Orally with 


| Yoladsl-tael as 


MALT SOUP EXTRACT 


(MALTSUPEX) 
POWDER 


shows good results. 
We would like to send 
you the recently 
published paper by 
Dr. Louis H. Brooks 
who says, 


“Ie was found that administration of Malt 
Soup Extract in dosages of one or two table- 
spoonfuls twice daily produced favorable re- 
sults. Within two or three days after begin- 
ning this simple regimen, the itching and 
burning usually disappeared. Frequently 
there was prompt remission of symptoms 
which was followed by improvement in the 
condition of the tissue of the anal canal and 
the perianal skin.* 

alt Soup Extract promotes the growth of 
aciduric flora in the lower tract. Because this 
product is a food and not a drug, there are no 
side effects. Because it is not habit forming, 
it can be given over long periods of time 
when necessary. Diabetic patients should 
allow for 60 calories for each tablespoonful. 

Malt Soup Extract Powder is specially 
processed non-diastatic barley malt extract 
neutralized with potassium carbonate. 

Two heaping tablespoonfuls twice a day 
is the usual effective dose and this may be 
reduced to two tablespoonfuls at bed time 
when satisfactory results are secured. 

Malt Soup Extract is available in liquid and 
powder form in 8 oz. and 16 oz. jars at most 
drug stores coast to coast. 

*Diseases of the Colon & Rectum, © 
Vol. 1, No. 5, Sept.-Oct. 1958. 
Samples and literature gladly sent 
on your request 


Borcherdt Company 


217 North Wolcott Avenue, Chicago 2, Ill. 
In Canada: Chemo Drug Co. Lid., Toronto, Ont. 





Borcherdt Company 
217 Ne. Wolcott Ave., Chicago 12, Ill. 


Gentlemen: Please send samples and literature of 
your Malt Soup Extract (Ma!tsupex) 


oO Powder O Liquid 
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Obviously, the approach is total and well 
considered. The subject is very complex, but 
the treatment is authoritative with supple- 
mentary case records, where indicated. 

Practically all of the metabolic problems 
encountered on a general surgical service are 
discussed in this book. Although there is noth- 
ing especially related to proctology, the gen- 
eral context will be applicable in its entirety 
to all the specialty fields. 

This book is particularly well written, and 
makes for easy reading, and the illustrations 
are adequate. 

It is a volume that should be in every 
surgeon’s library, and indeed,—in the libraries 
of the internist as well. 


BIOPSY MANUAL by James D. Hardy, M.D., 
Professor and Chairman of the Department 
of Surgery, University of Mississippi School 
of Medicine, James C. Griffin, Jr., M.D. 
Assistant Instructor in Surgery, Administra- 
tive Chief Resident in Surgery, National 
Cancer Institute Trainee, University of 
Mississippi School of Medicine, and Jorge 
A. Rodriguez, M.D., Assistant Professor of 
Surgical Anatomy, The Dept., of Surgery, 
University of Mississippi School of Medicine, 
—published by the W. B. Saunders Company 
—price $6.50—pages 150—illustrations 54. 


Biopsy technique for specific organs and 
systems may be found, of course, in specialized 
individual system textbooks. However, this— 
to my knowledge—is the first manual describ- 
ing techniques, indications and problems of 
biopsy for all parts of the body. It is a very 
useful book, and it should have a large audi- 
ence. As the author indicates, “upon the ac- 
curacy of the biopsy may depend all sub- 
sequent management and even the patient’s 
life.” It is therefore far from a minor pro- 
cedure in the fullest sense of the word. The 
techniques offered are those used by the 
authors. There is a brief description of biopsy 
of rectal lesions and of colonic lesions. Natur- 
ally, the proctologist will already have in his 
possession much more extensive studies of this 
type in the conventional textbooks. 

However, the general practitioner and the 
general surgeon will find the text of consider- 
able interest and value for its rounded ap- 
proach to an important subject. It is well illus- 
trated, and the writing is excellent. 
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LETTER 
to the Editor 


Dear Doctor: 

You have been writing on the rela- 
tionship of nutrition to proctology, and 
now rejuvenation! And there have been 
articles in your Journal on the psycho- 
somatics of proctology. 

It seems to me that proctology is tak- 
ing on many of the aspects of a broad 
specialty. Do you agree with this 
change? 


Dr. S.M., New York 


Dear Dr. S. M.: 

© The teachings of modern medicine, 
and particularly the insights of psychoso- 
matic medicine, have brought to phy- 
sicians the realization that just as “No 
man is an island entire unto himself,” 
so is no specialty an island entire unto 
itself. 

It is undesirable for the specialist to 
become a mere mechanic, perhaps spe- 
cializing in cataracts of the left eye only, 
or pilonidal cyst alone. For thai matter, 
pilonidal cyst is a very arbitrary and 
fortuitous inclusion in the field of proc- 
tology! 

The proctologist must be a generally, 
well-trained physician, preferably with 
a background in internal medicine, gen- 
eral surgery and general practice. The 
rectum is only part of the body, and even 
the entire colon is but a small fraction 
of the intestinal tract. And the intes- 
tinal tract, although it is the “axis” of 
the body, is strongly influenced by every 

—Continued on following page 
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PHARMACEUT AL AND BIOLOC AL LABORAT( ES 
521-523 WEST 23 STREET 


NEW YORK I1, N.Y 








LETTER TO THE EDITOR 


—Concluded from preceding page 





other system of the body, and perhaps 
especially the nervous system, the per- 
sonality of the patient, and the patient’s 
total internal and external environment. 

Obviously, therefore, the really com- 
petent proctologist does not 
blinders for the rest of the patient or 
his environment. 

It is my firm belief that the proc- 
tologist can practice his specialty best 
if he works in close cooperation with the 
family or referring physician. No gen- 
eral practitioner can be a specialist in 
every field, and it is equally obvious 
that the general practitioner can supple- 
ment the areas of deficiency in the spe- 
cialtst. 


wear 


Sincerely, 


The Editor 
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2. FULLER SHIELD 


— protects clothing and linens 


Fuller Shields are professionally designed 
to give your patients security and reassur- 
ance. 


Prescriptions should usually be for two or 
more Fuller Shields so that one can be worn 
while the other is being laundered. 

Your hospital or pharmacist 


Durable, absorbent cotton © : 
can order direct from— 


Soft rubberized lining @ 

Wide, comfortable waist-band @ 
Hook fastener @ 

Fits sizes 24-42 @ 


PHARMACEUTICAL COMPANY 
3108 WEST LAKE STREET, MINNEAPOLIS 16. MINNESOTA 


Write for Free Inspection Sample 
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